FROM THE DESK OF THE EDITOR
The Proof Is in the Process I n so many ways, our profession is all about process. Task analysis, a unique occupational therapy skill, involves breaking down the whole and analyzing its processes, then putting everything back together differently. No role is so complex that we cannot catalog the tasks that comprise it, the environmental attributes that influence it, and the range of ways it can be enacted. Even the International Classification of Function model (World Health Organization, 2001 ), which our profession has embraced and linked with the Occupational Therapy Practice Framework (AOTA, 2002) , conceptualizes healthrelated processes that occur within and around humans as they interact with the environment. Clinical scholars in occupational therapy are fascinated by concepts such as resonance, resiliency, occupation, adaptation, sensory integration, and many other processes that lose meaning and magic when reduced to their parts. We are even in love with the therapeutic process, so central to our thinking that occupational therapists in Mattingly and Fleming's (1994) clinical reasoning study named interactive reasoning as an important dimension of their thinking. To these occupational therapists and others like them, understanding how to approach a client is as crucial as knowing what therapeutic procedures to use.
Perhaps our collective delight with process is one reason occupational therapy practice is not yet based fully on evidence, nor is it clear to many just exactly what that means. At first glance, evidence-based practice seems like Sergeant Joe Friday cutting off a juicy story and demanding, "Just the facts ma'am." Randomized controlled trials and meta-analysis are big and controlled, they are designed to look at the aggregate and cut through our lovely processes. Has this surge in evidence-based practice threatened to diminish the importance of processes? If it seemed so at first, take heart because processes are reemerging! Recently, evidence-based practice literature seems to reflect subtle changes that the occupational therapy community will welcome. One change is a broader definition of evidence, while another is greater recognition of the importance of intervention processes in clinical research. The articles published in this issue, including seven from the Center for Outcomes Research and Education (CORE) at the University of Illinois at Chicago, illustrate contemporary thinking about sources of valid evidence, conducting intervention research, and the implications of both to occupational therapy. Demonstrating an approach to evidence about patterns and possibilities of intervention (as proposed by TickleDegnen and Bedell [2003] ), Finlayson uses a phenomenological approach to identify and propose three challenges facing occupational therapists working with clients who have multiple sclerosis. An article by Cronin focuses on occupational adaptation and elucidates processes involved in mothering a child with hidden impairments. Nelson and Mathiowetz discuss two cutting-edge process concepts that are important to the quality and generalizability of randomized controlled designs. One of those concepts is the idea of examining the mechanisms of action, especially in intervention efficacy studies. According to Nelson and Mathiowetz, thinking about "how and why an intervention might achieve the ultimate outcome" (pp. 24-34) is a critical question that reflects the process of intervention and use of long-and shortterm goals in occupational therapy. Another process concept gaining popularity in quantitative research, treatment fidelity, is vitally important for our profession. Treatment fidelity (Nelson and Mathiowetz, this issue) is measurement and enhancement of intervention in three dimensions, delivery (all therapists use the same procedures), receipt (all clients actually receive the same intervention), and enactment (all clients use skills developed as part of intervention). As a grants and manuscript reviewer, it is my opinion that most authors describe intervention inadequately or not at all, thereby making it impossible to replicate the intervention in other studies or in practice. Those who would claim their intervention is too "individualized" to be standardized and tested as a protocol should pay special attention to the discussion of participatory action research by Taylor, Braveman, and Hammel (this issue). The authors describe a twophase program involving five components that results in individualized outcomes unique to the participating group. This is a great example of standardizing the process to promote individualized outcomes.
So if you are intrigued with process, believe valid evidence can be drawn from a number of sources, and are convinced we could do a better job designing and disseminating research for use in the clinic, you're going to enjoy the new AJOT Research Concepts in Clinical Scholarship department (making its debut later in 2004). Dr. Gary Kielhofner, the director of CORE, has agreed to be the associate editor for this new department and will work with international scholars to further examine the mechanisms researchers can use to integrate research and practice.▲ Thanks, Kind Colleagues E very year, many people beyond those on the Editorial Review Board are asked to review manuscripts for AJOT. The names of these Guest Reviewers are listed below. For the 2003 volume of AJOT, I am pleased to acknowledge and thank the colleagues listed here who have generously contributed their expertise and time in support of the peer review process. Your assistance during this past year has been very much appreciated.
